In light of current conflicting evidence, the status of relaxation training as an effective treatment procedure is unclear. A possible reason for the inconsistent findings may rest with the way in which the training procedure is presented, or at least with the way in which the subject or client may construe it. Using public-speaking anxiety as a target behavior, the present study presented relaxation training in two ways: In the first condition, subjects were told that the relaxation exercises would more or less automatically reduce their anxiety level. The second relaxation condition was presented within a self-control context, in which subjects were told that they were learning an active coping skill. A third condition involved group discussion and was included as a means of controlling for attention-placebo factors. On a variety of different measures, within-group changes consistantly favored the selfcontrol relaxation condition. This was true of the speech anxiety measures as well as indicators of anxiety in other types of situations. The finding that subjects in the self-control relaxation condition continued to improve even after termination was interpreted as being consistent with a view of selfcontrol that involves a learned skill that improves with repeated practice.
With the publication of Jacobson's Progressive Relaxation in 1929, training in relaxation was introduced as a potentially effective therapeutic procedure for various forms of tension and anxiety. Perhaps because of the 50-200 training sessions recommended by Jacobson and maybe also because of the Zeitgeist within psychotherapeutic circles at that time, Jacobson's book made little impact. It was not until Wolpe (19S8) modified the relaxation technique and incorporated it into systematic desensitization that the procedure actually achieved professional recognition.
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2 Requests for. reprints should be sent to Marvin R. Goldfried, Department of Psychology, State University of New York at Stony Brook, Stony Brook, New York 11790. session, physiological studies have shown that muscular relaxation has definite physiological consequences, including decrease in pulse rate, blood pressure, and skin conductance (Jacobson, 1938; Paul, 1969) . Investigations into the effects of relaxation procedures which extend beyond the immediate training session, however, have been less impressive. Reports by several investigators (Cooke, 1968; Davison, 1968; Lang, Lazovik, & Reynolds, 1965; Rachman, 1965 Rachman, , 1968 have consistently pointed to one conclusion: Relaxation training, when used as a therapeutic procedure in and of itself, is not very effective in reducing anxiety.
However, there does exist evidence from case reports to indicate that relaxation training can represent an effective therapeutic procedure (Davison, 1965; Goldfried, 1973; Gray, England, & Mahoney, 1965; Jacobson, 1938; Lazarus, 1958; Snider & Getting, 1966; Weil & Goldfried, 1973) . Anectodal evidence also comes from studies in which posttreatment questionnaires reveal that desensitized individuals reported the use of relaxation as a self-control skill for coping with anxiety (Bootzin & Kazdin, 1972; Paul & Shannon, 1966; Sherman, 1972) .
More direct evidence for the effectiveness of relaxation training comes from Zeisset 348 (1968) , who studied the effect of relaxation as a means of coping with interview anxiety. In addition to training hospitalized patients in relaxation techniques, Zeisset also instructed them to actually attempt to make use of this skill whenever they felt themselves becoming anxious in day-to-day situations. It was found that relaxation training, when presented to individuals as an active coping skill, was more effective than either a nocontact or attention-placebo control group. In another relevent study, Jacks (1972) compared traditional systematic desensitization with the self-control procedural modifications suggested by Goldfried (1971) , in which acrophobic subjects in the self-control condition were asked to maintain the image and "relax away" any experienced anxiety. While subjects in both conditions did not differ in their actual performance on the avoidance posttest, only individuals in the self-control condition reported significant decreases in subjective anxiety while in the criterion situation. Presumably, subjects in the self-control condition were making an active use of their relaxation skills.
Because of the conflicting evidence on the benefits of relaxation procedures, the current clinical status of relaxation training is unclear. To illustrate this confusion, one can come across reports in the literature in which relaxation was employed as the main treatment procedure (e.g., Snider & Getting, 1966) but others in which it was used as an attention-placebo control (e.g., Trexler & Karst, 1972) .
A possible reason for the inconsistent findings on relaxation training may rest with the way in which the training procedure is presented to individuals, or at least with the way in which the person himself has construed it. Although this anxiety-reducing skill may be within an individual's behavioral repetoire, it clearly has little impact if it is never utilized. For the most part, people trained in relaxation are taught how but not when to use this skill. The purpose of the present study is to focus directly on this issue.
METHOD Subjects
Twenty-seven speech-anxious college students (17 male and 10 female) were selected from volunteers who had responded to announcements in class and advertisements in the school newspaper describing the availability of .the treatment program. Following Paul's (1966) screening criteria, only subjects obtaining a Personal Report of Confidence as a Speaker score of 16 or above and an S-R Inventory of Anxiousness speech item of 35 or above were included in the subject pool. Further, any individuals being seen in psychotherapy were excluded from the program.
On the basis of their pretest scores and initial expectations for improvement, subjects were rank ordered into three stratified blocks before random assignment to treatment conditions. This procedure has been followed by Paul (1966) and Meichenbaum, Gilmore, and Fedoravicius (1971) in their work on speech anxiety, and is similar to the "within sample matching" method recommended by Goldstein, Heller, and Sechrest (1966) . The three treatment procedures, each of which was conducted in two therapy groups, consisted of: (a) a standard relaxation group (Ns = 5 and 4), (6) a self-control relaxation group (Ns = 5 and 5), and (c) a discussionplacebo group (Afs = 4 and 4). Inasmuch as past research on speech anxiety has indicated the absence of any change occurring among waiting-list subjects (Meichenbaum et al., 1971; Paul, 1966; Trexler & Karst, 1972) , subjects that might otherwise have been assigned to this control condition were used to increase the numbers in the above three conditions.
Measures
The effectiveness of treatment was assessed at three points in time: pretest, posttest, and followup at six weeks after termination. The pretest and posttest assessments involved three classes of measures: (a) behavioral measures of anxiety during an actual public-speaking situation, (6) subjective indicators of anxiety immediately prior to public speaking, and (c) a paper-and-pencil questionnaire battery. The follow-up assessment was comprised of the questionnaire battery, together with various open-ended questions and rating scales.
Behavioral measures. Behavioral signs of anxiety, as described by Paul (1966) , were recorded by teams of trained observers while subjects presented a four-minute speech before a live audience. A second behavioral index of anxiety consisted of the duration of silence during the fouir-minute talk, which has been found by Mahl (1959) and Murray (1971) to be positively related to anxiety.
Subjective indicators of anxiety. The two selfreport measures of anxiety administered immediately prior to the public speaking situation consisted of Husek and Alexander's (1963) Anxiety Differential and Spielberger, Gorsuch, and Lushene's (1970) State-Trait Anxiety Inventory.
Questionnaire battery. The pencil-and-paper measures of speech anxiety included Paul's (1966) Personal Report of Confidence as a Speaker Scale, and Endler, Hunt, and Rosenstein's (1962) S-R Inventory of Anxiousness. In addition to including a speech-related item in the S-R Inventory ("You are getting up to give a speech before a large group"), the possibility of a generalized effect of treatment was assessed by the inclusion of four nonspeech items (job interview, looking down from tall building, picking up a snake, and waiting to have a tooth pulled. Further measures were included to assess any generalized anxiety reduction, including Watson and Friend's (1969) Social Avoidance and Distress, Fear of Negative Evaluation Scales, and Spielberger et al.'s (1970) Trait Anxiety Inventory. Rotter's (1966) locus of .control scale was included to determine treatment effects on subjective feelings of internal control. The pretest battery included a 5-point scale on which subjects were asked to estimate the likelihood of overcoming their anxiety in public speaking situations. The follow-up assessment battery also contained a questionnaire in which each subject was asked to evaluate his therapist, the treatment program, and the amount of change seen in himself at-that time.
Procedure
Subjects whose pretest questionnaire scores indicated they were speech anxious enough to qualify for the program were interviewed and informed of the general nature of the treatment. They were then asked to give a four-minute speech on "What I expect to get out of college." Three individuals refused to give the speech, which brought the subject pool to 27. Immediately before giving their talk, subjects were asked to complete the Anxiety Differential and State Anxiety Inventory. They were then taken into a classroom, in which 8-10 individuals were sitting in the audience, including two pretrained observers who noted the frequency of various behavioral signs of anxiety during each 30-second interval of the four-minute speech. Each speech was tape recorded for the later analysis of duration of silence.
The therapy program was conducted over a fiveweek period, with each group meeting once per week. In the event that any subject missed a meeting, he was rescheduled to listen to a tape recording of the session he was unable to attend. The posttest was administered the week following the last therapy session, which consisted of the second administration of the questionnaire battery and a speech before a live audience on the topic "What I plan to do in the future." The follow-up questionnaire was administered six weeks after the last therapy session.
Therapists
The therapists were two graduate interns in clinical psychology. In order to avoid a confound between therapist and type of treatment, each therapist implemented each of the three therapeutic procedures. In addition to their course work in behavior therapy and practical experience, the therapists were trained in the specific treatment procedures. Therapy manuals were constructed, and the senior author modeled various aspects of the therapeutic procedures. 3 The therapists also had the opportunity to 8 The therapy manuals used in the three conditions are available from the first author. role play each of the treatment procedures and to receive feedback on their performance.
Treatment Conditions
Each of the therapy groups met one hour per week over a period of five weeks. The therapists were instructed to present each treatment in a similarly optimistic fashion, so that the demand characteristics of the therapy procedures might be comparable across conditions. As a check on this manipulation, subjects' expectation for benefit were reassessed at the end of the first therapy session, after the rationale and procedures had -been described.
Each of the three treatment procedures began with a presentation of the social learning rationale for the origin of speech anxiety. The treatment procedure was described as a way of focusing on the "here and now," so as to offer new learning experiences that might facilitate behavior change. At this point, the therapeutic guidelines differed, according to the specific treatment utilized.
Standard relaxation group. Subjects in this condition were told that .the training procedures would have the effect of automatically lowering their overall tension level, so that it would be easier for them to deal with a wide variety of anxiety-provoking situations, including those involving public speaking. The relaxation instructions were modeled after those described by Paul (1966) , beginning with the alternate tensing and relaxing of various muscle groups during the earlier sessions and moving toward the procedure in which subjects were taught to relax without any initial tension phase. In addition to the relaxation training provided during each session, subjects were required to practice twice a week between sessions with tape-recorded instructions and to submit records of their experience and success.
Self-control relaxation group. Subjects in this condition were told that the purpose of the training procedure was to provide them with a coping skill which they could actively employ in relaxing away tension in a variety of anxiety-provoking situations, including those involving public speaking. As was the case with the standard relaxation group, relaxation training was carried out during each session as well as twice a week between sessions with the aid of taped instructions. From the second session on, however, subjects in this group were encouraged to apply the relaxation skills in vivo whenever they felt themselves becoming tense (e.g., studying, driving a -car, having an argument). They were instructed to attend to any muscles that might be tense and to try to relax away this tension. Although the total amount of time devoted to relaxation training was comparable to that in the standard relaxation group, subjects in the self-control condition received practice in the application of relaxation (i.e., differential relaxation) during the fourth and fifth sessions.
Discussion group. This condition served as an attention-placebo group and was modeled after that described by Meichenbaum et al. (1971) . Subjects were told that the purpose of group discussions was twofold: it would allow them to express their opinions in front of others, and it would also improve their communication skills. Subjects in this condition participated in group discussions on relatively impersonal topics requiring little specific information (e.g., Should marijuana be legalized? How to eliminate the parking problem on campus.).
RESULTS
The reliability of behavioral observations of anxiety during the pretest and posttest speeches was computed by Pearson productmoment coefficients. For pretest observations, the median reliability for pairs of observers was .63; for the posttest speech, the reliability increased to .83. As may be seen in Table 1 , the variability for the behavior checklist increased substantially from pretesting to posttesting, a factor that probably contributed to the differing reliability coefficients.
The nonsignificant F scores obtained from one-way analyses of variance for each of these several measures indicates that the three treatment conditions were comparable at the outset of treatment. The actual pretest scores for each condition are presented in Table 1 .
The differential effectiveness of each therapist was tested by means of Therapist X Treatment analyses of variance. The nonsignificant Fs obtained for the analyses carried out on each of the various change measures indicate that both therapists were comparable in their effectiveness.
An attempt was made by therapists to present each of the three treatment procedures with similarly high demand characteristics. A check on this manipulation was carried out at the end of the initial session, at which time the actual therapeutic procedures were described. Using a S-point scale (0, 25%, 50%, 75%, 100%), subjects were asked to estimate the likelihood that the therapeutic procedure could help them in overcoming their anxiety in public-speaking situations. The scores obtained for standard relaxation, self-control relaxation, and discussion groups were 7S.O, 6S.O and 46.9, respectively. Only the difference between the standard relaxation and discussion groups proved to be satistically significant (p < .01). As an additional check on the therapeutic manipulation, all subjects were interviewed at the completion of the posttest speech situation. Although 100% of the subjects in the self-control relaxation condition indicated that they had attempted to relax prior to or during the speech, 67% in the standard relaxation group and 17% in the discussion group also reported the deliberate use of relaxation.
Two subjects, both of whom were in the discussion group, refused to give their posttest speech; their refusal was based on their apprehension about presenting a second speech. These subjects also failed to complete the follow-up questionnaire. The omission of their data in the statistical analyses should be kept in mind, as it is likely to inflate the effectiveness of the discussion group procedure.
The pretest, posttest, and six-week followup data for each of the three therapeutic conditions are summarized in Table 1 . The follow-up assessment was carried out only on those measures included within the questionnaire battery.
Inasmuch as initial analyses of variance failed to reveal any differential effectiveness between therapists, the primary analyses of improvement did not consider the therapist as a separate variable. All statistical comparisons were decided on in advance, with the results being analyzed by means of F tests for planned comparisons computed on each of the various measures (Hays, 1963) .
Pretest-posttest comparisons of change were carried out for each of the three therapeutic conditions. The decrement in anxiety on the behavior checklist proved to be significant for only the self-control relaxation condition (F = 14.7, df = 1/22, p < .001). In the case of the Anxiety Differential, reduction in subjective feelings of anxiety was found within the self-control relaxation condition (F= 1S.8, df= 1/23, p < .001), the standard relaxation condition (F = 12.9, df = 1/23, p < .002), and the discussion group (F = 4.9, dj=l/23, p<.05) . With the State Anxiety measure, the change score was significant for only the self-control (F -10.1, dj = 1/23, p < .01) and discussion group conditions (F = 5.6, df = 1/23, p < .OS). None of the other questionnaire measures of speech anxiety showed significant pretestposttest decrements. Regarding the measures on to of generalized anxiety reduction, only the Social Avoidance and Distress scale produced significant changes in the self-control (F -9.3, df=l/24, p < .01 ) and discussion group conditions (F = 10.6, df = 1/24, p < .01).
The within-group comparisons carried out between pretest and follow-up testing resulted in a greater number of significant changes. Specifically, the S-R speech item reflected a significant decrement for the self-control relaxation condition (F -14.3, df -1/22, p < .002) but not for either of the other two procedures. The same was true with the Personal Report of Confidence as a Speaker, in which only the self-control group showed improvement (F = 13.1, df = 1/22, p < .002). The self-control relaxation group showed significant anxiety reduction on several other measures related to anxiety in nonspeechgiving situations. Thus, only the self-control condition showed significant decrements on the Fear of Negative Evaluation (F -9.3, df = 1/22, p < .01), Social Avoidance and Distress (F = 18.1, df 1/22, p < .001), and Trait Anxiety scales (F = 7.47, df = 1/22, p < .025). In the case of the S-R Inventory items reflecting nonspeech-giving situations, the discussion group showed a significant increase on the looking down from a building item (F = 4.7, df = 1/22, p < .05). On the S-R job interview item, significant reductions were found within the self-control condition (F = 8.2, df = 1/22, p < .01), and discussion group (F = 8.9, d/=l/22, p.< .01) .
Planned comparisons were also done between experimental groups. Although a number of significant findings had been obtained by means of the within-group comparisons, none of the between-group analyses (based on a comparison of difference scores) proved to be statistically significant.
At the follow-up assessment, all subjects were asked the question, "How satisfied are you with the amount of change you have seen in yourself? " Their responses to a 5-point rating scale based on percentage of satisfaction (i.e., 0, 25%, 50%, 75%, and 100%) revealed a striking difference in favor of individuals in the self-control relaxation condition. Whereas the mean scores for the standard relaxation and discussion group conditions were 19.4 and 12.5, respectively, the mean for the self-control relaxation group was 47.S. Although the difference between the discussion group and standard relaxation conditions did not differ significantly, the ratings for the self-control relaxation condition were significantly greater than both the standard relaxation (F = S.07, df = 1/22, p < .05) and discussion group conditions (F = 8.21,d/= 1/22,p< .025).
DISCUSSION
The results indicated that improvement consistently occurred within the self-control relaxation condition. This was true of speech anxiety measures as well as of indicators of anxiety in other types of situations. In light of the significant anxiety reduction found within the self-control condition, the failure to obtain statistical significance on betweengroup comparisons is not easily understood. Although the self-control treatment procedure apparently does produce positive effects, the procedure as implemented in the present study was unable to produce differences above and beyond that obtained by the other treatment procedures. While the change scores were consistently greater for the self-control relaxation group, the small N and large amount of variability for each measure may very well have contributed to the fact that between-group differences did not reach statistical significance.
The most dramatic differences found among the treatment procedures consisted of subjects' overall ratings of satisfaction at the follow-up assessment. Individuals who had been trained in the use of relaxation as a selfcontrol coping skill expressed greater satisfaction with the procedure than those for whom it was construed as more or less of a method for passively reducing anxiety. This difference cannot readily be explained in terms of placebo factors, as the demand characteristics of the two groups were found to be equivalent. These findings are consistent with those reported by Bootzin and Kazdin (1972) , who noted that those acrophobic subjects undergoing systematic desensitization who reported using relaxation in vivo also indicated being more satisfied with the general treatment outcome.
The greater number of significant changes for the self-control condition at the follow-up, as compared to the posttest assessment might be viewed in the context of the relatively brief time period (five sessions) in which the treatment was conducted. It should also be kept in mind that the therapy sessions themselves never really focused on speech anxiety. Instead, subjects were trained in the use of relaxation as a general self-control coping skill. It may very well have been the case that a longer period of time had to pass before the treatment could fully "take effect," in the sense of subjects having more of an opportunity to encounter and then cope with their anxiety in public-speaking situations. The continued improvement in the self-control relaxation condition is consistent with a view of self-control as involving a learned skill that improves with practice (Goldfried & Merbaum, 1973) . Similar findings are reported by Jacks (1972) in his use of self-control desensitization with acrophobics.
A point may be made regarding the attention-placebo condition. With the exception of a few recent studies (e.g., Borkovec & Nau, 1972; McReynolds, Barnes, Brooks, & Rehagen, 1973) , most investigators who utilize an attention-placebo condition merely assume that the demand characteristics are comparable to the main treatment procedures. A check on this manipulation, as carried out in the present study, reveals that this is not necessarily the case. Although the discussion group procedures were modeled after those described by Meichenbaum et al. (1971) , ratings by subjects at the end of the first session revealed that their expectations were not as high as those in the other two treatment procedures. The implications for the present study are not very serious, in the sense that subjects in the two relaxation conditions were found to be comparable in their expectations for improvement.
Although subjects in the self-control relaxation condition were encouraged to utilize coping relaxation in vivo, it was not possible to prevent subjects in the other two treatment procedures from making a similar use of relaxation. As revealed in the interview following the posttest speech, more than half of the subjects in the standard relaxation group reported having used relaxation. The one subject in the discussion group who reported using relaxation as a coping technique indicated that she had learned the procedure in dancing class. Thus, we believe that the findings of this study represent a conservative estimate of the effectiveness of relaxation as a self-control skill.
